INTRODUCTION
Last half a century has seen the steady growth of general hospital psychiatry services. The provision of mental health care services has moved from institutional based care to a more community and general hospital based care. [1] [2] [3] This has brought greater opportunities of close collaboration and liaison between the psychiatrists and other specialists. "Consultation-liaison (CL) psychiatry" has emerged as a discipline in its own right, which deals with patients at the Consultation-liaison psychiatry services: Difference in the patient profile while following different service models in the medical emergency at the provision of mental health care by a psychiatry consultation team, which is called upon by the physicians for providing service in individual cases, and the patient remains the main focus of services provided. The liaison model aims at providing assistance to the physician for dealing with the patients with psychiatric issues. Here, the main focus of consultation is the consulting physician and in addition to providing consultation for the patient it also involves teaching mental aspects of patient's problem to the physician and the clinical team. The hybrid model has a psychiatrist as part of a multidisciplinary team. Other models include autonomous model wherein psychiatry, and other specialties run independently. In the bridge model, psychiatrist provides teaching to primary care physicians. [3] Comparative studies of the various models of CL services can help in understanding the nuances of a particular service model. Such comparative studies have been few. [7, 9] Although there are many studies from the West, [7, 10] which have evaluated the psychiatric aspects of patients attending the emergency and accident department, there are only a few studies from developing countries and from Asia. A study evaluated 100 consecutive referrals from emergency (in which consultation model was followed) and reported a referral rate of 5.4% to the psychiatry services with 2.8 referrals per day. [11] Other studies from different parts of the country have reported a psychiatry referral rate of 1.5-2% with 0.9 psychiatry referrals per day. [12, 13] Another study from India, which reviewed the register of general emergency reported that about 2.9% of patients had psychiatric illnesses. [14] A study from China reviewed psychiatric emergency consultations over 3 years period and reported psychiatric consultations for 2.3% of patients. [15] A recent study from Pakistan, which followed a hybrid model of consultation in which all patients attending the emergency were screened for psychiatric morbidity reported psychiatric morbidity in 2.3% of patients. [16] However, none of these studies was helpful in understanding the kind of CL model that needs to be followed in the emergency and accident setting.
Our center in North India had been following a consultation model of psychiatric service in the general hospital setting. Emergency medical and surgical services are among the major sources of referral for psychiatric consultation at our center. Till recently this service followed a consultation model in which call was sent by the physician/surgeon depending on their judgment for a psychiatric opinion. However, in recent time this model of service was replaced by having a psychiatrist stationed in the emergency to provide consultation to the physician. Hence, in this study we attempted to find out the impact of shifting from one model of psychiatric care to another in the emergency medical services. Accordingly, the aim of this study was to compare the profile of patients seen while following a consultation model vis-a-vis a hybrid model in providing services to patients visiting the medical emergency outpatient services.
MATERIALS AND METHODS
The study was conducted at the adult emergency medical services of Postgraduate Institute of Medical Education and Research, Chandigarh, which is a tertiary care hospital in North India. The emergency medical services cater to patients from all over North India. The patients attending the medical and surgical emergency facilities are usually referred from other hospitals and some of the patients come by themselves. All the patients are initially evaluated by a team of trainee doctors under the supervision of the specialists and are reviewed by the consultant. Emergency medical care is instituted and after stabilization of the medical condition, the patients are either admitted to the medical wards or advised to seek treatment from the outpatient services.
Prior to April, 2013, psychiatry consultation was sought at the discretion of the emergency medical treating team. The referrals were made on the basis of symptom profile of the patient, past or recent history of psychiatric disorder (including substance use disorder) and specific difficulties encountered in managing the patients. It was generally observed that in many cases which required psychiatric care, patients were asked to attend the psychiatry outpatient services. Because of heavy patient load, the medicine trainee residents had to do triage to attend to patients on priority whose life was in danger; hence, patients with psychiatric illnesses were not given priority.
In this model, a call was sent to the CL psychiatry service and the service was provided by a three-tier psychiatry CL team, comprising a trainee resident, a senior resident (qualified psychiatrist) and a consultant. The trainee resident would make the initial evaluation, and subsequently the patient was examined by a senior resident followed by the consultant. Based on the evaluation and consultation further management was carried out by the primary medical team in liaison with CL psychiatry team. The CL psychiatry team besides carrying out management would have some opportunity to discuss the mental health issues with the primary treating team.
From April, 2013, there was a change in the format of CL psychiatry service in order to improve the psychiatry services provided to the patients in the emergency setting. The trainee psychiatry resident was stationed for the period between 9.00 am and 8.00 pm in the emergency area to provide psychiatry consultation and management. All the patients attending the emergency medical outpatient were initially evaluated by the physician and at the slightest suggestion of a mental health issue the psychiatry resident evaluated the case. Unlike the past practice, the medical resident was not required to do a complete psychiatric evaluation and documentation before seeking a psychiatry consultation, but could ask the psychiatry resident posted in the emergency area to do the assessment and carry out management. If on evaluation the psychiatry resident felt the need for physical care, the medicine resident provided the same.
Upon evaluation by the trainee psychiatrist, irrespective of the presence or absence of a psychiatric diagnosis, the patient was also evaluated by the senior resident and consultant to formulate the final plan of management. This model of care facilitated discussion between emergency physician and the psychiatrists with regard to the interface of physical and mental issues in precipitating the diseases, worsening the physical illnesses, management of behavioral issues and treatment of common mental disorders. All the psychiatric diagnoses were made as per the International Classification of Diseases-10 criteria. [17] The CL psychiatry team maintains a register of all the cases seen in the emergency setting since January 2010. The records are reviewed on a weekly basis for accuracy and completion. The data that is recorded include demographic details like age and gender of the patient; clinical details like medical and psychiatric diagnoses; the treatment provided and the outcome.
For the purpose of this study, data of patients seen by the CL psychiatry team in the emergency department during the period of 18 months (i.e. July 2012 to December 2013) was extracted from the CL psychiatry register. Change in the consultation model allowed us to compare the data between July 2012 and March 2013 and that between April and December 2013. The null hypothesis was that change in service model will not lead to increase in the number of psychiatric consultations or change in the diagnostic profile of patients seen in emergency.
RESULTS
During the study period, psychiatric consultation was provided to 977 patients from the emergency medical department. During the first 9 months (i.e. July 2012-March 2013 when consultation model was followed), 22,000 patients were evaluated in the emergency medical outpatient, of which 383 (1.74%) were referred to the CL psychiatry team. However, in the later 9 months (i.e. April-December, 2013, when hybrid model was followed), the number of patients evaluated increased to 594 out of 24,737 patients (2.4%) seen during this time frame. In terms of the absolute increase in number of patients, there was an increment of 55.1%. The increase in the percentage of cases seen during the second 9 months was significantly higher (c 2 with Yate's correction = 24.5, P < 0.001). Table 1 depicts the sociodemographic and clinical characteristics of the patients seen during the two phases of the study. Males comprised the majority of the patients in both the phases. While the hybrid model was followed, significantly higher consultations (P < 0.001) were sought for those with primarily medical illness and the consultations essentially those with psychiatric symptoms remained relatively stable in terms of absolute numbers. Of those for whom psychiatric consultation was sought nearly 98% of the cases survived.
The different disorders that were encountered during the two phases, that is, when the "consultation model" and the "hybrid model" were followed are shown in Table 1 . There was an increase in the absolute number of cases during the phase when "hybrid model" was followed for all the diagnostic groups. Delirium was the most common diagnosis among the patients seen during the "consultation model" phase while substance use disorder was the most common diagnosis in the "hybrid model" phase. There was an increase in the proportion of cases referred for the self-harm and organic psychiatric illnesses (increase of proportion by 3.9% and 1.6%). Though there was an absolute increase in the number of cases of delirium during the "hybrid model" phase (106 vs. 88 cases), there was a marked decrease in the overall proportion of cases with delirium (decrease of 5.1%). In addition, there was a reduction in the proportion of cases of substance use disorder and psychosis during the "hybrid model" phase of the study.
As shown in Table 1 , abnormal behavior was the most common reasons of referral during the "consultation model" phase, however during the "hybrid model" phase, there was increase in the proportion of cases evaluated for self-harm, detoxification, differential diagnosis and psychological evaluation. In the "hybrid model" phase, there was a substantial increase in the proportion of patients for whom investigations and consultation of other specialists were sought. Further, during the "hybrid model" phase there was an increase in the proportion of patients receiving psychotropic medications and a marked decrease in the proportion of patients for whom psychiatric outpatient referrals were advised. This suggested that more and more psychiatric referrals were actively managed in the emergency department, and fewer were being referred to the outpatient services.
DISCUSSION
It is now increasingly recognized that the prevalence of mental illness is quite high in the general population [18, 19] and the prevalence is further higher in those with medical illness. [20] [21] [22] Although the "consultation model" of CL psychiatry provides an opportunity for mental health care to the patients in need, but the services are provided to only those who are judged to require the same by the physicians.
Hence, in many patients the mental health issues are ignored because of the primary focus on the physical illness. Further, it involves an effort on the part of the physician to get a psychiatry consultation for the patient. Hence, a lot depends on the initiative of physicians and the response time of CL psychiatry team. In order to provide a holistic care to the patient's, it is important to assess and address both the mental and the physical health issues at the same time. "Hybrid model" of CL psychiatry services involves having the psychiatrists as part of the treating team, who is available for care at all the time for assessment and management of the patient and also to provide knowledge about mental health issues to the physicians. Although different models of CL psychiatry have been proposed, in general, there is a lack of data which compares different models. Further, there are only limited numbers of studies from India [11, 13, 23] which have studied the psychiatry referral pattern arising from the emergency outpatient department. The present study was an attempt to fill this void.
The psychiatry referrals during the period when the "consultation model" was followed were 1.74%, which increased to 2.4% when the "hybrid model" was followed. This led to 55.1% increase in number of psychiatric a Chi-square value with Yate's correction, # Total percentage of patients with psychiatric diagnosis exceeds 100% because few patients had more than one diagnosis, @ The total number of all kind of management exceeded the number of patients seen in each study phase as many patients received more than one intervention/advise consultations. This finding suggests that having an in-house psychiatrist increases the psychiatric consultations by almost 1½ times. Previous studies from our center and other parts of the country have reported that when the "consultation model" of CL psychiatry services is followed the numbers of referrals vary from 1.5% to 5.4%, [11] [12] [13] [14] depending on the study site and the sample size of the emergency patients evaluated.
Besides an increase in the number of referrals, there was also a change in the diagnostic categories of patients seen in the emergency setting with a hybrid model of psychiatric care. Although delirium remained the by far the most common diagnostic category during the initial study period, referrals for patients presenting with self-harm emerged as the most common cause for referral in the latter part. By having an in house psychiatrist, more psychiatric consultation were sought for core psychiatric disorders like substance use disorders, dissociative disorders, anxiety disorders, affective disorders and psychotic disorders as shown by the increases in the absolute numbers and percentages of these cases. The increase in psychiatric consultation for these disorders suggests that possibly many of the patients with core psychiatric disorders who attend emergency medical services are not attended efficiently, if "consultation" model is followed.
While following the hybrid model, more patients were prescribed psychotropic medications and more psychological interventions were instituted compared to greater numbers of referrals to the psychiatric outpatient and de-addiction center in the routine consultation phase. Continued presence of the psychiatry resident in the emergency services facilitated the acute management of the patients in the emergency services itself. These finding further suggest that there is need to have a mental health professional in the emergency setting or to have a separate psychiatry emergency set-up to provide better mental health care to patients attending the emergency services.
It was also seen that the greater number of patients with medical problems were being referred for psychiatric assessment while following the hybrid model. Though there was no significant rise in the absolute number of patients without medical disorders being referred, there was a considerable increase in the absolute number of cases with medical disorders [an increase of about 14% as in Table 1 ]. This suggests that with close association with a member of CL psychiatry team, the medical colleagues felt more at ease in referring patients having psychiatric issues. The CL psychiatry team also felt easier to investigate patients and consult to other departments through the emergency services as has been reflected in the greater numbers of referrals and investigations. The presence of psychiatry resident thus seems beneficial to the patients on two counts. First, patients with medical illnesses with psychiatric issues are attended to promptly, and second, patients with psychiatric disorders receive consultations from other departments and are investigated more thoroughly. Similar observations on collaborative benefits have been made elsewhere. [24, 25] The implementation of hybrid liaison psychiatric services appears to be quite beneficial from the training point of view. Stationing a psychiatry resident allows him or her to observe closely various acute forms of psychiatric disorders, and allows him or her to manage them in the emergency service itself. It also gives an opportunity to closely discern the psychiatric manifestations of medical disorders. Diagnostic differentiation between medical and psychiatric disorders can be tricky at times, but rotation in the liaison service can help in better and more comprehensive understanding of the cases, as opinion of other specialists is immediately available. Such a rotation can also help in developing a rapport with the other medical specialists, which may help in de-stigmatizing psychiatry and psychiatric patients. In fact, European Association of CL psychiatry and psychosomatics have recommended clear guidelines for the inclusion of structured and supervised CL program for all trainee psychiatrists. [26] The present observational study has some limitations that should be acknowledged. The data was extracted from the records maintained by the CL psychiatry services, and hence a limited degree of information could be accessed. Information like the specific medications used, severity of symptoms and investigation records were not available for analysis. Some of the diagnostic labels used (like intentional self-harm) do not represent psychiatric diagnoses nosologically. However, these were provisional diagnoses made in the emergency setting and were used when criteria of other diagnosis were not fulfilled. Furthermore, the present findings relate to adult emergency services of a tertiary care setting in India and may not be directly applicable to other settings such as primary care, pediatric emergency, or other adult in-patient services.
To conclude, this study suggests that implementation of a hybrid model of psychiatric services improves the referral rates from emergency medical set-up. Such a model allows for better collaboration between the psychiatrist and other specialists and thus benefits the patients. It also provides opportunities for comprehensive training of psychiatrists. Future studies should look at the other related issues like patient satisfaction, clinician's convenience and the cost benefits ratio with regard to the implementation of the hybrid model of CL psychiatry services. Different models of service delivery need to be evaluated for their feasibility and usefulness in CL psychiatry.
